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Dr A J Rowe began with a reminder that interest in occupational health on a European scale was well developed before the signing of the Treaty of Rome, deriving mostly from the European Community Treaty of Coal and Steel of 1951 and the later Euratom Treaty. Far lessderived from the Treaty of Rome, but under Article 118 of the Treaty of Rome the Commission has a duty to promote close cooperation between member states in the social field, which includes the 'prevention of occupational accidents and diseases and occupational hygiene'. It is, in fact, only in the broad terms of Article 118 that the Commission has a specific authority for work in the health field and that in the field of occupational health, although some degree of activity in areas of health interest is to be found in no less than nine of the Directorates General (DG) of the Commission.
In Article 57 of the Treaty of Rome free movement of the medical and other professions is the aim, and towards this end the minimum criteria for the mutual recognition of degrees and diplomas are laid down as far as basic and specialist qualifications are concerned. In the lists of specialties recognized in two or more member states which have formal qualifications and agreed minimum training periods, occupational health teatures only in the United Kingdom and Ireland. A recommendation that the Commission should produce a directive coordinating the training requirements for occupational health doctors was made, however, by the Council of Ministers at the time of the signing of the Directives in June 1975, and occupational health is privileged to have been taken under the wing of the active DG V (Social Affairs) which is interested in the training of the industrial medical officer.
To carry out its responsibilities under the third section of the Treaty of Rome, particularly article 118, and article 3 of the Coal and Steel Treaty, the Directorate General of Social Affairs is divided into six Directorates. That which is concerned with occupational and environmental health is Directorate F (Health & Safety) which is situated III Luxembourg under the direction of Dr Paul Recht. Directorate F in turn is made up of seven divisions dealing with standards for occupational health and safety in general, as well as radiation hazards and safety matters in the coal and steel 'Guidelines for a Community Programme on Safety, Hygiene and Health Protection at Work' propose that the Commission, in collaboration with the Advisory Committee (of experts) for safety, hygiene and health protection at work, should attempt several defined aims.
In many respects the Commission's role is a coordinating one and this is illustrated by an attempt, following the Commission's recommendations of 1962 and 1966, to get member states to agree to use the European Community's list of occupational diseases as a basis for national action to study national legislation both in relation to legislation on occupational diseases and compensation for occupational diseases.
The Commission has taken an interest in training in industrial medicine. The situation with regard to this has been studied in the various countries of the Nine and a profile for the industrial medical officershas been produced as well as a study commissioned by DG V of a European training programme for such a medical officer, A minimum training period of 3 years is recommended and the minimum knowledge which every doctor in the field of industrial medicine should possess is specified, together with details of particular knowledge which he or she should have.
The Standing Committee of Doctors of the EEC's Occupational Health Subcommittee has been studying the Commission reports on training, safety and health protection programmes, etc., and has been formulating guidelines for a model contract for occupational health doctors.
The European Community has provided an opportunity for close collaboration in the field of occupational health and active cooperation to promote better health in the industrial field.
In a paper on occupational exposure to lead in Belgium, Dr R Lauwerys said that regulations governing occupational exposure are promulgated by the Ministry of Labour, while compensation of affected workers is the responsibility of the Ministry of Social Care (more specificallythe Fund for Occupational Diseases). Persons potentially exposed to lead or any other occupational health risk are required to be examined regularly by an industrial physician who is also responsible for the control of the working environment. The legislation does not specify the required method or frequency of environmental measurements, but the Department of Occupational Health of the Ministry of Labour may recommend a particular monitoring practice or have the monitoring carried out by their own hygienists. The time-weighted average concentration of airborne lead should not, by law, exceed 150 Jlgjm 3 as fume or dust. In practice, environmental monitoring may be performed only when blood or urine levels of lead suggest excessive exposure and this is usually accepted by the Ministry of Labour.
There is prohibition of pregnant and lactating women and persons under 18 years of age from doing lead work, and for certain lead industries such as lead smelting, lead battery factories and industries producing various lead compounds specific rules apply. A clinical examination of the workers must be performed at least once a year and various biological analyses, according to the nature of the risk, must be carried out not less than once every six months-although there is no stipulation as to which tests or how many should be carried out or what is an unacceptable biological response requiring action. Evaluation is a matter for the industrial physician. Tests suggested by the Medical Inspectorate of the Ministry of Labour include those for lead in blood (PbB), lead in urine (PbV), coproporphyrin in urine (Copro-V), deltaaminolaevulinic acid in urine (ALA-V) and deltaaminolaevulinic acid dehydratase in red blood cells. Vsually only one test is carried out routinely---either ALA-V or Copro-U. A level of ALA-V of more than 10-15 mgjl or Copro-U above 350 Jlgjl would necessitate repetition of the test or determination of the blood lead. At the present time, estimation of delta-aminolaevulinic acid dehydratase is not used for routine control of lead workers because it is too sensitive to lead and because its determination requires a fresh sample of blood. The test for free erythrocyte porphyrins (FEP) is not yet extensively used as a routine procedure for the screening of workers. At present there is no official quality control programme to evaluate the accuracy and precision of the various biological measurements.
If the physician considers that there has been overexposure to lead he usually notifies the Fund for Occupational Diseases of the Ministry of Social Care which decides whether or not the worker should be compensated. Depending on specified criteria, compensation may take one of several forms: (I) The worker is temporarily removed from the risk, but not necessarily from work, if two of the following biological indices are positive: PbB > 60 JlgjlOO ml; PbV>80 Jlgjl; ALA-V>6 mgjl; Copro-V> 250-300 Jlgjl; edetic acid (12 mgjkg i.v.) after 3 hours>1500 jlgjl PbV, after' 6 hours > 2000 Jlgjl PbV; Hb-c 12 gjlOO m!' The worker is either moved to a job without lead exposure or, if such a position is unavailable, he is temporarily removed from work. Any salary loss is paid by the Fund of Occupational Diseases. In large factories, where temporary alternative work is more readily available, transfer may be made without reference to the Fund.
(2) The worker is temporarily removed from work if clinical signs are present which are compatible with excessivelead absorption and if at least two of the following indices are positive: PbB > 70-80 JlgjlOO ml; PbV> 150 Jlgjl; ALA-V> 10-15 mg/l: Copro-V > 400 Jlgjl; edetic acid test positive; Hb < 10 gjlOO ml; stippled cells~60j104.
The worker is allowed to resume work when all findings have returned to normal, but until then he is considered to have 100% incapacity. In these cases the Fund may investigate the working environment in collaboration with the industrial physician and the Occupational Health Service of the Ministry of Labour. (3) The presence of a disease such as kidney disease or hypertension which could be aggravated by lead, or repeated episodes of acute lead intoxication, may dictate the need for permanent removal from exposure to lead, in which case the worker is compensated for any salary loss. (4) Permanent compensation is paid to a worker if it can be shown that impairment of his health could be related to lead exposure, as in the case of neurological manifestations or kidney disease, even if the person is still working and has not suffered any loss of salary. In 1974 the Fund of Occupational Diseases compensated about 200 workers for lead intoxication, which represents less than 3% of the total number of reported occupational diseases.
A paper by Dr A Berlin and Dr P Recht reported that the Health and Safety Directorate of the Commission of the European Communities has recently turned its attention to the health aspects of occupational exposure to lead, its primary concern having been for many years with lead pollution as a public health problem.
Following further toxicological evaluation of the effects of lead and the development of ambient and personal monitoring programmes the Commission will be drawing up Community legislation regarding occupational exposure to lead. This legislation will be based' on the Action Programme on Safety and Health at Work which the Commission approved at the end of 1976 and which is currently being discussed at the Council of Ministers.
The Commission is considering lead as a priority pollutant for action for the following reasons: important consumption of lead in the European Community (about 1.3M metric tons per year); large number of workers exposed; significant number of occupational lead intoxications; large variety of occupational circumstances which may lead to lead exposure.
The Commission will take account of the scientific results obtained at the international level and in particular the conclusions of the Second International Workshop on Permissible Levels for Occupational Exposure to Inorganic Lead, which was held in Amsterdam in September 1976. The main recommendations of this Workshop were as follows. For male workers the individual blood lead levels should not exceed 60 I-lg/IOO ml, but account should be taken of the fact that effects on the haematopoietic system have been found at levels of 45-50 I-lg(100 ml and on nerve conduction velocity at levels of 50-60 I-lg/100 m!. For female workers of child-bearing age the risk of harm to the fetus is considered a theoretical possibility; because of this possibility a safe practice would be to avoid occupational exposure to lead which may regularly lead to blood lead values in excess of 40 I-lg( 100m!.
. It is expected that the Commission will submit proposals to the Council of Ministers of the European Communities in 1979. Dr G D Bos said that in the Netherlands the emission of noise has, for over 25 years, been considered with other pollutants in terms of its nuisance value in residential quarters, under the Public Nuisance Act. Owing to the increasing industrialization of the country which brought about an increasing noise nuisance, a Noise Pollution Act was laid before Parliament in 1975. The Bill was based on already existing legal standards for noise in other fields, and a value of 50 dB(A) for the 24-hour equivalent sound level was agreed with a possible increase of 10-15 dB(A) in special cases -for new noise-producing areas. For situations already in existence the load margin is higher, being between 55 and 70 dB(A).
Permission has to be sought from the central authorities (at present the Ministry of Public Health and Environmental Hygiene) if the desired level is likely to be exceeded, and the Billempowers the municipal authorities to reduce the desirable level for local. situations if they so wish. This means, in effect, that a municipality can determine what industry mayor may not start up within the municipal area, and to this industrial enterprises have raised strong objections. When installing a new plant the applicant for a licence must show that the standards laid down by the authorities will not be exceeded. ' Protection of the worker within an enterprise is already catered for by the Factory Act of 1934and the Safety Act for Industrial Premises of 1938 under the control of the District Head of the Factory Inspectorate. Various regulations contained in this legislation have still not become effective and a number of supplementary regulations and modifications of regulations are in course of preparation.
Confusion arises as to who is responsible if there is too high an exposure to noise because, although section 184 of the Safety Act for Industrial Premises of 1938lays down that an employer must make available and see that ear protective devices are worn, if the exposure to noise is of harmful degree, the regulation has proved to be worthless in the absence of statutory sanctions.
Many Dutch companies have, however, undertaken hearing conservation programmes on their own initiative, using the guidelines published by the Factory Inspectorate. Within the Shell Company two films have also been made, one in conjunction with the Works Medical Service of Hoogovens (Dutch Steel Works), and have been shown to all employees. Safety instruction regarding noise and ear protection is also given to contractors' personnel on their first day of arrival at the plant. The wearing of ear protectors is advised if there is a daily exposure (8 hours) to a noise level of 90 dB(A) or higher or for a corresponding exposure in a 5-day week. An increasing number of companies is carrying out regular audiometric tests on all persons exposed to a noise level of between 80 and 90 dB(A). The testing is also carried out before the person starts work in the noisy atmosphere.
Comparative tests have been carried out by the TNO Research Organization and the NIPG (Netherlands Institute for Preventive Medicine) to assess the relative value of dosimetry and sound levelintegrator equipment developed by TNO. The results have shown substantial differences (from 6 to 12 dB(A» between the overall levels measured and the dosimetric values, and it is expected that forthcoming changes in the law concerning personal protection and maximum allowable overall levels of noise within workshops and factories will take cognizance of dosimetric and integrallydetermined noise levels respectively.
The search for legal regulations concerning noise levelsand noise-induced hearing loss is at an early stage in the Netherlands, but it is hoped that the present exchange of views will make a positive contribution towards the necessary provision of an internationally accepted standard which has yet to be attained.
German legislation concerning the control of noise in the working environment was enacted in 1974, but Dr Peter Hipp reported that the Ford Motor Company in Germany has been studying noise problems since 1969.First, those areas where the noise level is over 90 dB(A) and 105 dB(A) are identified, thus indicating the number of workers who require regular monitoring. A preemployment medical examination is carried out before a person can start work in a noisy area: if there is a hearing loss of more than 40 dB at 3 kHz, a full audiometric examination is carried out to exclude those who should not work in noise. Regular ear examinations are carried out every 3 years, but this may be undertaken annually if there is any suspicion of hearing loss. Ear defenders are provided and every encouragement is given by industrial physicians and safety engineers to workers to wear them. Films are also used to educate the workers. The medical examinations are, however, only a part of a programme which aims to reduce the noise at source by technical means.
Dr W J Hunter said that while asbestos is used for a multiplicity of purposes throughout the Community, mining of asbestos in chrysotile form occurs only in Italy. Within the Action programme of the European Communities on the Environment it has been given high priority for investigation.
The main exposures to asbestos arise from occupational and occupationally-related conditions. A dose-response relationship is the basis for the present hygiene standards for prevention of asbestosis, but this is not valid for the carcinogenic aspects.
In October 1974 the Commission organized a meeting on asbestos which considered such things as the state of research in this field, sampling methods, and legislation and regulatory measures. As a result of this meeting the Commission has undertaken further studies into the nature of the problem.
The Commission is also in the course of preparing a programme of action with regard to the safety, hygiene and protection of health at the work-place, where it is envisaged that, as a priority action, an 'exposure limit' for asbestos will be fixed following consultation with the advisory Committee on Safety & Hygiene and Health Protection at work.
Asbestosis has been included in the European list of industrial diseases since 1962 and is recognized as an industrial disease for which compensation is paid in all the member states. To consider clinical and pathological methods for evaluating asbestosis, a Commission of the European Communities Asbestosis Panel has been set up.
Similarly, a Mesothelioma Panel exists for international exchange of knowledge and material with the aim of confirming the diagnosis where doubt exists. This Panel consists of one experienced pathologist from each member state and one member with statistical experience, with power to co-opt pathologists with specialized knowledge, e.g., of gastrointestinal tumours or tumours of the female genital tract. One of the basic objectives of this Panel is the standardization of the pathological diagnosis of mesothelioma, but it also aims to provide data which together with clinical and epidemiological findings can be used to compile a CEC Mesothelioma Register. A procedure is laid down for the classification of the degree of malignancy and the histological structure of a mesothelioma. Registers exist in Denmark, France, Federal Republic of Germany and the United Kingdom and it is estimated that a total of between 500 and 1000 mesotheliomas per year occur in the member states. The formation of national mesothelioma panels and registers is being encouraged by the Commission and it is planned to form a CEC Mesothelioma Registration Panel composed of clinicians and radiologists as well as epidemiologists to consider all aspects of mesothelioma registration.
Mapping of mesotheliomas is also encouraged to allow comparison within the Community of the patterns of occurrence of mesotheliomas and to indicate further lines of research.
Professor G F Rubino reported that in northern Italy exposure to chrysotile asbestos and also crocidolite is fairly widespread, and is particularly prevalent in the region of Piedmont. In 1975 approximately 130 000 tons of all types of asbestos were used, the predominant variety being chrysotile produced in the Balangero mines near Turin, followed by South African asbestos, mainly crocidolite, and by chrysotile imported from Russia and Canada. About 45% of the total production of the Balangero mines is used in Italy.
The main centre of use is Piedmont where asbestos is used in a wide range of industries which, together with the mines, employ about 4700 workers, half of whom are exposed to both chrysotile and crocidolite in the asbestos-cement and textile industries. Although there has been in the past decade a general improvement in working conditions, especially in the textile industry. dust levels well above the presumed safe limits for cancer and asbestosis have been observed in recent years.
In the past, attention has been focused on the relationship between asbestos exposure and mesothelioma and a retrospective study (Rubino et al. 1972 ) of 50 cases of mesothelioma revealed that only 5 had with certainty been exposed to asbestos, while in a further 7 cases a possible or probable exposure was detected. A similar study by Gobbato of Trieste (Gobbato & Ferri 1973) of insulating workers in shipyards showed a much higher proportion of cases (33%) with previous exposure to asbestos.
A large-scale survey by Rubino and colleagues (in preparation) has been undertaken of all asbestos trades in Piedmont, including the Balangero mines where the exposure is solely to chrysotile asbestos. In this study, 1298 workers first em-ployed in mining and milling operations between 1930 and 1975 were followed from 1946 to 1975 and their mortality figures were compared with the Italian male population at large. A significant excess of deaths from all causes was found, there being 336 observed deaths compared with an expected number of 229.6. Of deaths due to cardiovascular diseases, 123 were observed against 89.3 expected; for pulmonary tuberculosis 18 deaths occurred against 7.4 expected; and for cirrhosis and accidents there were 31 and 47 observed deaths against 10.2and 19.9 expected, respectively.
The mortality from respiratory diseases was also significantly higher than expected (32 observed against 15.3 expected). Within this group 9 deaths were reported due to asbestosis.
There was no excess of malignant tumours in toto or at specific sites, with the exception ofcancer of the larynx from which 6 deaths occurred where 1.9 would have been expected. However, for the 6 observed deaths in the study the expected local rate would have been 3.4 deaths, since the incidence in Piedmont is one of the highest in the world. One death from pleural mesothelioma where no pathological examination was done was reported.
Including the death from the suspect pleural mesothelioma no excess lung cancer was found for the whole period of observation from 1946 to 1975 (II observed, 10.7 expected), but the development of an excess of lung cancer in the last 5 years of the study makes it necessary to observe the trend in succeeding years.
To test the hypothesis of a link between the high rates for laryngeal cancer and the relatively common exposure to asbestos in Piedmont, the occupational histories of 85 cases confirmed by histological examination and which occurred in Turin Province in 1976 were examined. Two cases were found to have had a definite exposure to asbestos, as opposed to one control. Six cases had been exposed in the rubber industry, as opposed to one control, and the possibility of slight exposure to asbestos through fibrous contamination of talc is now being investigated. The relationship between laryngeal cancer and smoking and drinking has been confirmed in this study.
Professor Rubino also produced some data on incidence of· asbestosis in Piedmont. Compensation for asbestosis is paid in Italy when reduction of working capacity is over 20%. In 1975 alone about 3.5% of working people were in this category. Apart from the carcinogenic effect, the incidence of asbestosis provides the main incentivẽ or reducing the level of exposure to asbestos by Improving the working environment. Dr A Wink stated that in the Netherlands, interest in the health problems of asbestos has concentrated mainly on occupational exposure. The prevalence of asbestosis in asbestos-processing industries was investigated by Dr Miedema of the Dutch Labour Inspectorate in the years [1969] [1970] (Miedema 1973) . The great majority of cases were found in insulation industries where workers had been exposed for long periods to rather high concentrations of asbestos in the past.
The first Dutch case reports of mesothelioma and exposure to asbestos were published in 1958 The relationship between pleural mesothelioma and exposure to asbestos was investigated by Versteeg in 'a retrospective study (Zielhuis et al. 1975) and detailed data of occupational exposure were collected for 67 cases. An occupational exposure to asbestos was found in 72% of the cases and in only 18% of the matched controls. There were instances of short duration of exposure and/ or latent period.
Interest in the results of these investigations was shown by the general public and the workers' unions, and the government decided to apply more stringent regulations. The asbestos regulations will become effective in 1978. They aim to protect the worker by prohibition or restriction of the use of asbestos where possible and by otherwise minimizing exposure. The use of crocidolite will be prohibited, as also will be the spraying of asbestos or asbestos-containing material. Substitution by other materials, e.g. in thermal and acoustic insulation, is being advised and asbestos prohibited for these purposes. A threshold limit value of 2 fibres/rnl for all types of asbestos other than the prohibited crocidolite is being imposed. Enforcement of the regulations and power to grant exemptions in certain specific situations rest with the District Head ofthe Labour Inspectorate, supported and advised by an advisory committee of medical and technical experts, representatives of worker's unions and employers.
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Aldosterone-25 years on1
Twenty-five years ago the isolation and characterization of aldosterone as the most potent mineralcorticoid gave a renewed surge of interest in the adrenal cortex, which has yet to show signs of diminishing. The key figures in the work leading to the isolation were Sylvia A Simpson (subsequently Mrs Sylvia Tait) and James F Tait of the Middlesex Hospital Medical School. Particularly significant was their work with I E Bush (then at NIMR) which demonstrated that the hormone was secreted, and with T Reichstein, J V Euw, A Wettstein and R Neher of Basle, Switzerland, on the isolation and structure. A Wettstein and 0 Schindler of Ciba, Basle, then synthesized aldosterone. Much of this earlier work is summarized by Simpson & Tait (1955) , and references to the papers on aldosterone during this period will be found in their paper.
To honour the Taits and their achievements the Section of Endocrinology of the Royal Society of Medicine and the Society for Endocrinology jointly held a Symposium at the Middlesex Hospital Medical School to examine our present knowledge of aldosterone from many different points of view. Eight papers were presented by speakers from Britain, Switzerland, the United States and Australia. The Taits' Dale Lecture to the Society for Endocrinology, which will be about some of these topics, will be presented in May 1979, when they receive the Dale Medal ofthe Society for Endocrinology.
The meeting was opened (with Professor J Muller (Zurich) in the Chair) by a short intro-
